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Dr Hans-Joachim Sch€afers (Homburg/Saar, Germany). It is
a privilege for me to discuss this important contribution from
Dr David and his coworkers, Dr David being a true pioneer inThe Journal of Thoracic and Cavalve-preserving aortic replacement. You have demonstrated the
durability of preservation of the aortic valve reaching 25 years,
although only 43 patients were beyond 15 years at this point.
Nevertheless, excellent results.
An interesting finding in your present review was that in
patients withoutMarfan syndrome, remodeling and reimplantation
actually achieved similar results. Interesting, of course, and we
always have to learn from our failures, is the question, what
happened to the aortic valve in the 8 patients in whom you
reoperated electively for aortic regurgitation? In this context, if
we have learned something, and I have also learned from you, it
is important to achieve a normal aortic valve configuration at the
end of the operation, with cusp plication or correction of cusp
prolapse an integral part of the procedure.
My question to you is, has there been a learning curve for you?
In other words, have you increased the percentage of cusp
manipulations over time?
Finally, in terms of selecting valve preservation, have there been
morphologic findings at the operation that would now prompt
you to abort the repair and perform replacement (ie, extensive
fenestrations, cusp retractions, or calcification)?
Again, my congratulations for this important pioneering work
and an excellent presentation.
Dr David (Toronto, Ontario, Canada). Thank you, Dr Sch€afers.
Your contributions to this area are also commendable. To be quite
honest, we learned from you the importance of the coaptation
height and coaptation area. However, before that, we did not enter
these variables into our database; thus, we could not determine
whether these patients had had an inadequate repair. To study
echocardiograms from 20 years ago would be almost impossible,
because in those days, they were only on video, and most were
destroyed. So, I do not know the answer for that.
Reviewing the operative reports of those patients in whom the
aortic valve reoperation was done for AI, all the patients had
cusp prolapse, except for 1, in whom the cusps were calcified
and had developed a mixed lesion. I do believe that by giving
more attention to the technical aspects that you emphasized on
the proper coaptation and leaflet geometry at the end of the
operation, we might improve on these results.
Before I embarked on this type of operation, I had quite
extensive experience with stentless valves. Thus, unlike most
surgeons, I did not experience a learning curve. From the
beginning, we knew what was required to make a stentless valve
competent, and we might have abolished the learning curve with
aortic valve sparing. What we did not know, however, was the
pathologic features of the aortic annulus. I had no idea 25 years
ago that a larger aortic annulus was a sign of a more extensive
connective tissue disorder.
The selection of patients is crucial, of course. More than one
half of our patients had either leaflet fenestration or leaflet
prolapse. Repairing them did not cause recurrent AI. Thus, the
outcomes 15 and 20 years later appeared to be unaffected by
leaflet repair at surgery. I believe those patients should be included
as candidates for aortic valve repair.
Calcification or even sclerosis is different. I should add an
observation made in my operative notes. I described whether the
cusps were elastic or sclerotic. Elastic cusps provided the best
long-term outcomes. I think they are adaptable to a rigid structure,rdiovascular Surgery c Volume 148, Number 3 879
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Dparticularly in the reimplantation technique. That is why younger
patients will do better than older ones with reimplantation.
These 2 operations are not competitive; each one has a place,
and, in my opinion, older patients, older than 40 or 50 years, should
undergo remodeling if the annulus is normal, with reimplantation
reserved for genetic aneurysms.
Dr Lars G. Svensson (Cleveland, Ohio). Tirone, once again, a
great presentation, and as I have said before to you, thank you for
teaching me this wonderful operation.
We have done some 440 David reimplantations now, and I agree
with you entirely that the long-term results have been excellent.
We hope to live up to your standards, but valve failure is not an
issue. We have had a couple of patients with endocarditis, so
that certainly can happen. In your series, just as we have seen
also, the risk of dissection is still prevalent in these patients,
even if the distal aorta is of normal size. Nearly one half of your
14 cardiovascular deaths were related to dissection. Thus, one of
my questions is, what are you doing about monitoring those
patients? We have seen patients with a normal descending aorta880 The Journal of Thoracic and Cardiovascular Surghave a successful David procedure and then come back 1 year later
with dissection.
Also, perhaps you could comment on the controversy—
obviously all of us use b-blockers in high-risk patients—–regarding
the use of losartan after surgery and whether you think that makes
any difference.
Dr David. That is a very good point, because the operation does
not seem to abolish the risk of dissection beyond the area that has
been replaced. I did not give the incidence of dissection, but it
remains a problem in patients with genetic aneurysms. Many
patients such as yours will have had a successful operation and
2, 3, 5 years later will have developed a type B dissection,
particularly the subgroup with Marfan syndrome.
We encourage every young patient to take b-blockers
permanently. Whether they will or not is a different story. However,
I do not know of anything we can do to abolish the risk of dissection
in patients with connective tissue disorder other than giving
losartan or b-blockers. It would be interesting to know what can be
done to prevent this dreadful complication of aortic root aneurysms.ery c September 2014
